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TRANSHER OF ASSETS

0. Penalty period for amounts ot transfer less than cost of nursing facility
care--
a. Where the amount ol he transfer is less than the monthly cost of

nursing facility care, the agincy:
_X__ does not impose a penalty;
imposces a penalty Tor less than a full month, based on tac

proportion of the agency's private nursing lactlity rate that
was transferred.

7. Transfers made so that penalty penods would overlap--

The agency:

totals the value of al assets transterred to produce a single penalty
period,

_X_ caleulates the individual penalty periods and imposes them
sequentially.
3. Transfers made so that penalty periods would not overlap--

The agency:
assigns cach transfer its own penalty period
_X__uses the method outlined below:

For transfers made in consecutive months, the agency totals the value of
cach transfer and establishes a penalty period, based on the cumulative
transfer value, that begins no carlier than the month in which the
cumulative transfer value exceeded the agency’s private nursiug factiity
rate if that month does not occur in another transfer penalty period.
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